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Abstract Pregnancy weight gain may be a risk factor for
the development of obesity highlighting the importance of
identifying psychosocial risk factors for pregnancy weight
gain. The goal of this qualitative pilot study was to evaluate
knowledge, attitudes and beliefs regarding weight gain
during pregnancy among predominantly Puerto Rican
women, a group with higher rates of obesity as compared
to non-Hispanic white women. We conducted four focus
groups stratified by level of acculturation and BMI.
Women reported receiving advice about pregnancy weight
gain predominantly from nutritionists and family members
rather than from their physicians. The majority of over-
weight/obese women reported that they had not received
any recommendations for weight gain during pregnancy
from physicians. Pregnancy weight gain advice was not
consistent with the 1990 Institute of Medicine Guidelines.
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Overall, attitudes towards weight gain recommendations
differed by weight status, whereas feelings and dietary
beliefs about weight gain differed according to level of
acculturation. Our findings inform behavior change strate-
gies for meeting pregnancy weight gain recommendations.
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Pregnancy has been proposed as a critical period for the
development of overweight and obesity both for the
mother and the infant [1-6]. Excess weight gain during
pregnancy has been associated with pregnancy complica-
tions, including cesarean delivery, large-for-gestational-age
infants, and postpartum weight retention [7]. Compared to
previous decades, American women of childbearing age
currently enter pregnancy at a higher weight [8] and are
more likely to gain excess weight during pregnancy [3, 9,
10]. Therefore, identifying modifiable risk factors that
affect the development of obesity at early stages is critical.
Psychosocial risk factors may play an important role in the
development of excess weight gain during pregnancy, but
research is limited [3, 11]. The 2007 Institute of Medicine
report entitled “Influence of Pregnancy Weight on Mater-
nal and Child Health” called for research to identify social
predictors of weight gain during pregnancy [12].
Researchers who have examined psychosocial risk
factors for failure to meet guidelines for weight gain in
pregnancy have found that attitudes, beliefs, weight gain
advice and social support are associated with risk of
exceeding or not achieving recommended weight gain
[13-18]. These studies have found that positive or nega-
tive attitudes may play a role in attaining either higher or
lower weight gains during pregnancy and that these
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attitudes are influenced by pregravid body size [13, 19,
20]. Other studies suggest that past dieters and restrained
eaters (those who consciously restrict food intake to
control body weight or to promote weight loss) are less
likely to experience weight gains within the recommended
ranges during pregnancy [16, 21]. Studies have further
shown that the amount of weight gained during pregnancy
is influenced by healthcare provider recommendations,
[14, 22] and have also reported that approximately 30-60%
of women do not receive weight gain advice [3, 22, 23].
Pregnancy weight gain guidelines were based on the 1990
Institute of Medicine (IOM) recommendations which
stated that weight gain should vary by pre-pregnancy
weight for height as measured by body mass index
(BMI) [24].

Although qualitative methods could be used to better
understand these changes in weight gain, [25, 26] prior
studies have been limited to quantitative assessments of
predictors of pregnancy weight gain. Compiling qualitative
data about the attitudes of participants is important for
several reasons: first, pregnancy weight gain among
women, particularly minority women, is likely to be
influenced by personal, family, and community beliefs and
attitudes about weight itself and its relationship to health
and disease [27-29]. Quantitative studies may not fully
capture these factors due to the close-ended nature of the
assessment tools typically used in such studies. Second,
beliefs about the health of the fetus and general pregnancy
health may also influence women’s weight gain during
pregnancy. Third, understanding beliefs about appropriate
weight gain during pregnancy is crucial for intervention
planning. Information about beliefs and practices from the
perspective of potential program participants provides an
essential foundation for the work of health educators and
others responsible for pregnancy weight gain interventions.
Finally, weight gain recommendations from health care
providers may not be perceived as appropriate or feasible
by low-income, urban-dwelling minority individuals or by
their families and communities.

Qualitative studies of pregnancy weight gain are sparse
and include little information about pregnancy weight
gain-related attitudes, beliefs, practices or knowledge
about current weight gain recommendations [27, 28, 30,
31]. One qualitative study among 46 Mexican adolescents
found that those who had lost their traditional cultural
beliefs related to pregnancy evidenced more negative
attitudes about weight gain [28]. Using in-depth inter-
views in a second study of Mexican females, Thornton
et al. [27] found that husbands and female relatives of
women were primary sources of support for weight- and
diet-related beliefs during pregnancy. Another qualitative
study completed in the UK found that the ability to
control weight gain during pregnancy varied, and that, in

the absence of advice from health care professionals,
women constructed their own views on how much weight
it was appropriate to gain [31]. Lastly, a qualitative study
of Cree women in Quebec found that although women
spoke of the negative consequences of excessive weight
gain during pregnancy, they found it difficult to lose
weight postpartum due to constraints that included lack of
time and cultural beliefs about diet [30]. Of these quali-
tative studies, none have included Hispanic women of
predominantly Puerto Rican descent, one of the major
Hispanic groups in the northeast United States [32].

Hispanic women are projected to have the highest birth
rates of any minority group in the United States by the
year 2009 [33]. According to a recent study of Puerto
Rican women, approximately 22% of women gained
below the IOM range, 33% gained within and 45% gained
in excess [34]. According to this study, 19% of partici-
pants had been residing in the US for less than 10 years
and found that time spent in the US was positively
associated with the risk of gaining above the IOM range.
Despite the high prevalence of obesity and excess weight
gain during pregnancy in this ethnic group, [8, 35, 36]
little is known about the modifiable risk factors for weight
gain in this population.

Our goal was to evaluate knowledge, attitudes and
beliefs regarding weight gain during pregnancy in a pre-
dominantly Puerto Rican population using qualitative
methods. Three areas were explored through a series of
focus groups: (1) awareness of pregnancy weight gain
guidelines; (2) feelings and attitudes about pregnancy
weight gain, and (3) beliefs regarding the main contributors
to weight gain during pregnancy.

Methods
Study Setting, Participants, and Recruitment

We conducted four focus groups with a total of 29 women
at Baystate Medical Center, a large tertiary care facility in
Western Massachusetts in January 2008. Baystate has the
25th largest obstetrical service in the United States and
serves an ethnically and socio-economically diverse pop-
ulation with approximately 4,500 deliveries annually.
Women were recruited in the waiting room before their
prenatal care appointments by bilingual (Spanish and
English)/bicultural interviewers who explained the study
aims and administered a brief screening form to determine
eligibility. Focus group participants met the following
criteria: (1) aged 18-40 years, (2) singleton pregnancy,
(3) at greater than 11 weeks and less than 28 weeks
gestation, (4) self-identified as either Puerto Rican or
Dominican, and (5) no diagnosis of chronic diseases (i.e.,
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diabetes, hypertension, heart disease, chronic renal disease).
The focus groups were stratified by level of acculturation
using language preference as a proxy (i.e., English vs.
Spanish preference) and by BMI (i.e., normal weight
<25 kg/m?, overweight/obese >25 kg/m?). The final groups
were comprised as follows: Spanish (low acculturated)
normal weight (n = 5), Spanish (low acculturated) over-
weight/obese (n = 6), English (high acculturated) normal
weight (n = 11) and English (high acculturated) over-
weight/obese (n = 7). The University of Massachusetts,
Baystate Medical Center and Tufts University Institutional
Review Boards approved all aspects of the study. Women
were offered dinner, childcare and a $50 gift card for
participating in the focus group.

Focus groups were moderated by a trained, bilingual
Hispanic woman. Another member of the research team
took notes, operated the digital recorder, and provided
logistical support. The Spanish language preference groups
were conducted in Spanish and the English language
preference groups were conducted in English. Literature
review [27, 29] and key informant interviews (n = 5) with
community members, physicians, nutritionists and aca-
demics working with pregnant Hispanic women informed
the content of the moderator guide used to lead the focus
group discussions (see “Appendix”).

Open-ended questions were posed to stimulate discus-
sions and included probes to address the different dimen-
sions from the health belief model [37, 38]. All focus
groups lasted approximately one hour and were audio-
taped and transcribed verbatim. Spanish group transcripts
were then translated. Based on the moderator guide ques-
tions (e.g., awareness of weight gain guidelines), key
phrases were coded from the transcripts. During this initial
coding process, additional themes emerged from the data
and were added to the existing themes [39, 40]. Once the
first pass of the coding was complete, the authors convened
to discuss the major themes and build consensus. Subse-
quently, a second pass of the transcripts was completed in
order to ensure that all of the a priori and emergent themes
were captured. Identification of concepts and themes in the
transcribed narratives was accomplished using NVIVO8
software (QSR International Pty Ltd.)

Results

The focus group participants all self-identified as Puerto
Rican or Dominican. The women ranged in age from 18 to
40 years, and were between 11 and 28 weeks gestation.
The major concepts generated from the focus groups and
their corresponding response themes are presented in
Table 1.
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Table 1 Concepts/response themes created from focus group narratives

Concepts Response themes

Advice from health
professionals

Awareness of weight gain guidelines
(Moderator guide Q1-Q6)
Advice from family
members

Knowledge about weight
gain recommendations

Attitudes about weight gain
recommendations

Barriers to staying within
recommendations

Negative feelings about
weight gain

Feelings and attitudes about
pregnancy weight gain (Moderator

guide Q7-11) Cultural attitudes

Beliefs regarding the main Diet
contributors to pregnancy weight

Physical activity
gain (Moderator guide Q12)

Family

Concept 1: Awareness of Weight Gain Guidelines
Response Theme: Advice from Health Professionals

Women across all four groups (high acculturated normal
and overweight/obese and low acculturated normal and
overweight/obese) mentioned receiving weight gain advice
from either a WIC (Women, Infants, and Children pro-
gram) nutritionist or from a nutritionist at the hospital
where they received prenatal care. Women discussed
receiving advice from their physician less often, however,
with high acculturated women in the overweight/obese
group being the least likely to receive advice from physi-
cians and nutritionists. In all of the groups, responses with
regard to the type of weight gain advice received from
health professionals varied considerably (Table 2). For
example, participants in the low acculturated normal
weight group commented:

WIC told me that it isn’t good to lose weight.

The nutritionist from the hospital says to limit weight
gain and to limit soda.

A woman from the high acculturated obese/overweight
group commented:

They give you advice and I don’t know if it is a lot of
factors that go into it-maybe it’s because when you
gain less weight it will make your birth easier.

I don’t know what it (weight gain advice) is, but they
do stress it a lot though...I don’t hear it from my
doctor, but I do hear it from the nutritionist.
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Finally, women often commented that what they knew
with respect to weight gain derived from their personal
weight gain experience (i.e., gaining too much weight in a
prior pregnancy). For example:

The nutritionist gave me advice about weight gain
because when I had my first baby I gained too much
weight.

Response Theme: Advice from Family Members

Family members played an important role in providing
advice about weight gain during pregnancy in all of the
groups, with less acculturated women reporting the most
advice from family members and high acculturated over-
weight/obese group reporting the least (Table 2). The
family members most frequently mentioned were mothers,
mothers-in-law, as well as aunts, husbands and boyfriends.
While the specific advice varied, the major theme that
emerged was that pregnant women “should be eating for
two.” Family advice differed from the advice received from
nutritionists in that they did not tell them that they should be
eating for two. Family advice in all of the groups suggested
that family members were supportive of weight gain during
pregnancy, since the excess weight would be “feeding the
baby” and the babies, therefore, would be healthier. A
woman from the low acculturated group commented:

My family says that you have to eat and eat...because
you are eating for two.

A woman from the high acculturated overweight/obese
group commented:

When you are pregnant I think family pushes you
more; they think the fatter you get, the healthier the
baby is.

Response Theme: Knowledge About Weight Gain
Recommendations

Women were asked about weight gain recommendations and
if they knew, specifically, how much weight they were
supposed to gain during their pregnancy. Knowledge about
weight gain recommendations varied greatly, both by group
and within groups (Table 2). The normal weight groups
reported more knowledge about weight gain recommenda-
tions as compared to the overweight/obese groups, although
the estimate of the actual amount they were supposed to gain
varied. Knowledge about weight gain recommendations did
not differ by level of acculturation. A woman from the high
acculturated normal weight group commented:

They say it depends on how much you weigh already,
because if you are already overweight you don’t want
to gain 35 pounds more because you will have dia-
betes and all that stuff.

In contrast, the overweight and obese groups often
mentioned that they had not received weight gain rec-
ommendations. Those who recalled hearing a recom-
mendation reported levels that were higher than the 1990
IOM weight gain guidelines [24]. For example, a woman
from the high acculturated overweight/obese group
commented:

Something like 5 pounds a month or something like
that, I forgot, they say like 35 pounds that you can
gain?

Response Theme: Attitudes About Weight Gain
Recommendations

The majority of women did not consider weight gain rec-
ommendations to be important (Table 2). Several women
in each of the groups thought that recommendations should
be more personalized given that not all women have the
same lifestyle or body size, for example:

Each person’s lifestyle is different- I would like to be
in bed all day but I work and on the weekends I go to
school from 9-5 so I don’t have a life. And sometimes
I don’t even have time to eat! If they tell me that I
have to gain a certain amount or if they tell me that I
have to lose more, well I don’t know how I would do
it. It depends on each person, each person needs
something different.

It’s like they can’t tell you how much to gain, how
much to lose- it is on your body and it’s hard- it’s like
putting you on a diet- nobody follows a diet, you got
to be 100% committed and if you are not 100%
committed it is not going to work for you.

The high acculturated overweight/obese group men-
tioned the challenges of trying to stay within recommen-
dations:

I think it is impossible to stay within weight guide-
lines because you just want to eat.

I told my doctor that I couldn’t worry about my
weight, cause 10 pounds is the baby, so me gaining
only like 12 pounds- that is impossible!

Other differences between groups with regards to atti-
tudes about weight gain were not apparent.
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Response Theme: Barriers to Staying
Within Recommendations

Barriers to compliance with weight gain recommendations
did not differ by group (Table 2). The most common bar-
riers cited were work, time, pressure from family members
to eat, morning sickness, stress, and hunger. Overall,
women articulated that having a healthy baby and a healthy
pregnancy were priorities to them, but that having a healthy
baby was not related to pregnancy weight gain or com-
plying with weight gain recommendations.

I just think it is necessary to gain, you know, you
want to be healthy and you want your baby to be
healthy so as long as you don’t go 100 pounds,
gaining 100 pounds...and like if you put your mind to
it, you can get rid of it after the baby is born. It’s up
to you if you want to sit on the couch with the baby
and get bigger or have the baby and go healthier ...

Another barrier which emerged was how morning
sickness interfered with daily life, especially at the begin-
ning of pregnancy. Women felt that weight gain could not
be a priority in the presence of morning sickness.

It should be important, but not only do we not have
time but also when you are vomiting and that- you
can’t really do anything for that- and I am still
dealing with that.

Concept 2: Feelings and Attitudes About Pregnancy
Weight Gain

Response Theme: Negative Feelings About Weight
Gain

Overall, women reported negative feelings regarding weight
gain during pregnancy. These feelings were shared across all
of the groups, although to a lesser extent in the high accul-
turated overweight/obese group. Some of the most frequently
mentioned feelings were: frustration, self-consciousness,
feeling fat, and feeling sensitive. The less acculturated
women felt that they would often get comments about their
appearance from their family members and friends. Com-
ments from the low acculturated groups included:

Sometimes I get frustrated because I am from Puerto
Rico and when they see me they say, ‘but you are so fat’

Well, with respect to weight gain, well, where I was
brought up, it is a competition- it is something about
Hispanics- that I want to look good- and that if you gain
a little bit of weight, they will see you and say some-
thing bad and that is something from our culture.
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It comes from family, for example I have my family and
we are several women and my aunts and grandmothers
are always noticing how you look, if you are fat or thin,
this and the other...how does that person look?

High acculturated women also expressed negative feel-
ings about weight gain during pregnancy, though the spe-
cific feelings differed slightly:

I am gaining a lot of weight and I don’t like it. I am
scared- I am fat and huge!

I just wish everything were fitting me and I could go
back to my regular size.

Not happy, not happy at all because it is hard to lose
it after the birth.

Other feelings about gaining weight during pregnancy
did not differ by weight status.

There were also cultural differences that differed by
level of acculturation. The low acculturated women who
had lived in Puerto Rico or had visited Puerto Rico recently
thought that there were some clear differences with respect
to being pregnant. These differences were that they may
have received different medical treatment in Puerto Rico
vs. the mainland. For example:

I always ask the doctor here where I am, how far along I
am ...and they don’t tell me anything exact, I am
completely lost. I wanted to prepare, I want a natural
birth and the doctor here tells me to decide, what does he
mean | should decide? He should tell me what to
do....yesI amdefinitely lost and here when I goto have a
check up and they check your papers and they ask you if
you have any pain and I am like....tell me about the
baby? How is the baby? I haven’t seen my baby in all this
time, just once.

Other differences they reported were with regards to
feeling like their physical appearance was more important
in Puerto Rico than on the mainland.

In Puerto Rico, you can’t go out because they criti-
cize you.

When I went to Puerto Rico and I looked at the other
girls, I felt bad- because I am ‘gordita’ or chubby.

Concept 3: Beliefs Regarding the Main Contributors
to Pregnancy Weight Gain
Response Theme: Diet

Throughout the focus groups, diet and nutrition were fre-
quently mentioned. Women identified eating larger
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amounts of food than usual and doing it in an unhealthy
manner as the major contributors to pregnancy weight gain.
The main aspects of a “healthy diet” mentioned related to
portion sizes and snacking throughout the day. Consump-
tion of fruits and vegetables was not discussed as part of a
healthy diet. Although all four groups were knowledgeable
to some extent with regard to what constitutes a “healthy
diet” (such as paying attention to portion sizes) many
reported wanting to eat a lot of food. For example:

I do eat because I am hungry- you can’t stop eating!
All I do is eat and eat...

I don’t eat breakfast — but afterwards I eat the entire
fridge and whatever else is left around.

The less acculturated women were more likely to
mention their traditional foods in contrast to women who
were more acculturated. Some of this discussion was
around different traditional foods and their delicious taste.
For example:

I like gizzards with plantains stewed (‘sancochado’.)

The Boricuas (Puerto Ricans) eat a lot of marinated
or stewed things.

These women also pointed out that the dietary recom-
mendations may differ between Puerto Rico and the
mainland:

With the food, it is really different in Puerto Rico,
when you go to the doctor they say one thing and then
you come here and they say something different.

It depends as well on the doctor because when I had a
baby in Puerto Rico, they made me eat fish and
healthy things but here they don’t want you to eat
fish.

Many women mentioned that morning sickness, espe-
cially towards the beginning of the pregnancy, was prob-
lematic for eating in general. Women also frequently said
that they felt fuller faster when they ate, but sometimes
continued to eat, and then felt sick. Women across all
groups said they lost weight at the beginning of pregnancy
and that they really could not eat a variety of foods:

At the beginning, I didn’t eat anything, I could go
through a whole day without eating, but now I can’t-
now I eat till you feel like you are going to die.

For four months since October that I am pregnant, I
have vomited all of the time and you sometime throw
up all that you eat and sometimes at 4:00 in the
morning you have to be in the bathroom — and that
doesn’t let you gain weight.

Women also frequently mentioned wanting to eat “junk
food.” They did not call this a craving per se, but it
appeared to be part of their day-to-day diet.

I wanted burritos, beans and cheese- nothing more.

At the beginning it was the potatoes, I also wanted the
double cheese and after it was nachos and Taco Bell
and pizza.

I was dying for some Taco Bell like for four days
straight.

To most women, maintaining a healthy diet was difficult
for several reasons, including their feelings that eating
healthy was challenging due to their busy lives and that
eating at a fast food restaurant was easier. This sentiment
was voiced in all of the groups.

Besides, the healthy food you have to prepare it, to
cook the food. The easiest thing is to go to a Burger
King or McDonalds...and the healthy option is to
cook but you already have enough to do — cooking is
hard.

Response Theme: Physical Activity

Physical activity was not frequently discussed with
regards to weight gain. Some women, however, did
mention exercise as a means to lose weight after preg-
nancy. Most women felt that walking was the best and
safest way to exercise and many women also felt that
they did not have time to exercise due to childcare and
household responsibilities. These comments did not differ

by group.

They say walking is good to do it a lot....no lifting
and things like that- just walking.

It is really hard because you are on the street the
whole day and you try to walk but you have too many
things.

Theme: Family

Families were discussed in the context of their contribution
to weight gain during pregnancy. This was especially true
in the low acculturated groups, where many women felt
that their families would overfeed them or that they had to
eat the foods that they were given. This aspect of family
influence did not differ by weight status.

My family lives far away, every time that they come
here they make me a huge pot of beans and beef and
they make the whole pot just for me....and whoever
tries to take food from that pot- they better be careful!
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My family just suffocates me. Because with food, I
would often throw up a lot, I was trying not to eat too
much and they (my family) kept trying to feed me
and I kept telling them that I didn’t want it and they
make you feel bad so I would go to sleep and then he
(husband) would come over and tell me to wake up so
I could eat something ...that was just too much!

Other times families merely influence food choices:

I can’t see McDonald’s and what my husband and
my entire family likes is McDonald’s, my mother,
my grandmother and my daughter and now...I
think I already ate everything I had to eat at
McDonald’s.

Discussion

The goal of this qualitative pilot study was to evaluate
knowledge, attitudes and beliefs regarding weight gain
during pregnancy in Hispanic women. We found that this
sample of predominantly Puerto Rican women report
receiving advice about pregnancy weight gain largely
from nutritionists and family members rather than from
physicians. This differed by level of acculturation, with
low acculturated women receiving more advice from
family members than the high acculturated groups. In all
of the groups, however, family members supported
weight gain based on the belief that this would lead to a
healthier baby. The majority of women in the over-
weight/obese groups reported not receiving any recom-
mendations for weight gain during pregnancy from
physicians. The pregnancy weight gain advice that was
received varied widely and was not consistent with the
1990 IOM guidelines [24]. According to this sample of
women, the main contributors to weight gain during
pregnancy were diet and family as well as weight gain in
a prior pregnancy. In general, women did not consider
standard weight gain recommendations to be important
and thought they should be individualized. Overall,
weight gain advice, knowledge about weight gain rec-
ommendations and attitudes towards weight gain rec-
ommendations differed by weight status, whereas weight
gain advice, dietary beliefs and feelings about weight
gain differed according to acculturation status. In con-
trast, barriers to staying within weight gain recommen-
dations and beliefs about physical activity during
pregnancy did not differ by weight or acculturation
status.

There have been few studies of weight gain advice
during pregnancy [14, 22, 23]. One of these studies among
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pregnant Canadian women found that women who gained
excessive amounts of weight were less likely to have
spoken with a physician about weight gain and were more
likely to have had a higher prepregnancy BMI [41]. Our
findings that overweight and obese women in particular
reported not receiving advice about weight gain during
pregnancy are consistent with these findings. This may be
due, in part, to the failure of the 1990 IOM recommenda-
tions to provide an upper weight gain limit for this group of
women. We also found that overweight and obese women
thought that gaining only a small amount of weight during
pregnancy was not realistic. Inasmuch as obese pregnant
women appear to have better pregnancy outcomes with
weight gains of less than the 1990 recommended IOM
guidelines, [42] assessing obese women’s attitudes about
these guidelines is crucial. Prior studies have reported that
approximately 30-60% of women do not receive weight
gain advice, but these studies have not reported on the
accuracy of such advice among those who did receive it [3,
22, 23]. For example, we found that normal weight women
reported receiving advice from health professionals, par-
ticularly nutritionists, but that the content of such advice
was inconsistent.

We also found that less acculturated women were more
likely to receive advice about weight gain from family
members and that such advice focused on eating enough
for two. A study of Mexican pregnant women showed that
women were primarily influenced by their husbands and to
lesser degree by their mothers-in-law and the media on
issues concerning weight [27]. Our findings were similar,
however, media was not mentioned as a source of weight
gain guidelines. Familialism, a cultural value emphasizing
close family relationships, has been used to describe His-
panic families [43]. Our finding that less acculturated
women received advice about weight gain from their
families is consistent with the concept of familialism.
Several of the women seemed ambivalent towards the
influence of their family, however, given that their advice
sometimes went against their own resolve or wishes.

The majority of women in all of the groups felt nega-
tively about gaining weight. Prior studies among predom-
inantly non-Hispanic white pregnant women have shown
that women with negative attitudes toward weight gain are
more likely to exceed weight gain guidelines because
pregnancy results in disinhibition of eating [16, 21].
Another study among predominantly non-Hispanic whites
found that women who gained excess weight felt more
unattractive, embarrassed about their weight, and worried
they would get fat as compared to those who gained within
recommendations [44]. In contrast, other studies have
found that maternal attitudes regarding weight gain are
strongly influenced by prepregnancy body size, with thin
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women having more positive attitudes and obese women
having more negative attitudes about weight gain [19, 45].
These feelings were not expressed in our focus groups,
which may be due to differences in the race/ethnicity of our
groups. Although the majority of women felt negatively
about gaining weight, they still felt that being attractive
meant having a fuller body and wider hips. In particular,
women in the less acculturated groups felt more social
pressure from their families, friends and community to
“look good.”

Diet was frequently mentioned as an important influence
on pregnancy weight gain among focus group participants.
Overall, women in our sample had some nutrition knowl-
edge, especially with regard to portion sizes; however other
aspects of healthy eating were not discussed. Previous
studies have not assessed women’s opinion of the extent to
which diet influences weight gain. It is interesting to note
that for this group of Hispanic women, the traditional diet
was a part of the daily diet, especially among the less
acculturated groups. Adopting a more traditional Hispanic
diet may result in healthier eating patterns [46]. Also
noteworthy, lack of physical activity was not mentioned as
a major contributor to weight gain. In a prior study of
Puerto Rican women, we found that lack of information on
physical activity during pregnancy was a barrier to exercise
during pregnancy (manuscript under review).

Several limitations of this study should be noted.
Although we conducted four focus groups, we were limited
to one focus group within each strata of weight and
acculturation, similar to other qualitative studies. None-
theless, even with this number of groups, we were able to
identify psychosocial risk factors for pregnancy weight
gain, as well as commonalities and differences between
groups according to acculturation and weight status. Sec-
ond, we did not have information on gestational weight
gain and therefore could not assess the influence that
women’s knowledge, attitudes and beliefs had on meeting
weight gain recommendations during pregnancy. In addi-
tion, we could not confirm what women were actually
being told by healthcare providers; it is possible that
women’s recall of weight gain recommendations is unre-
liable. Third, Hispanic women in the current study were, by
design, limited to those with ancestral roots in Puerto Rico
or the Dominican Republic, reflecting the high percentage
of these groups in New England. The generalizability of
these results to other Hispanic women (e.g., Mexican,
Central American) is thus unknown. Fourth, we did not
collect information on whether the participants were from
Puerto Rico or from the Dominican Republic and differ-
ences in views on pregnancy weight gain may differ
between these groups. Prior research completed with this

Hispanic population at the same medical center as the
current study found that approximately 90% of the partic-
ipants were of Puerto Rican descent [47].

Implications for Research and Practice

Hispanic women enter pregnancy at higher weights and are
projected to have the highest birthrates of any minority
group in the United States by the year 2009 [33]. Given
that nearly half gain in excess of the IOM range and that
time spent in the US has been positively associated with the
risk of gaining above this range [34], addressing modifiable
risk factors for excess pregnancy weight gain in this ethnic
group is important. In this qualitative pilot study we found
that Hispanic women of predominantly Puerto Rican des-
cent were aware of the importance of weight gain during
pregnancy, but were lacking clear guidance from health-
care professionals. If future research studies confirm these
preliminary findings, several policy implications follow.
These include improved training of healthcare providers in
the provision and consistency of weight gain recommen-
dations to diverse population groups. Healthcare providers
should emphasize the importance of these guidelines for
womens’ health and work with them to achieve a realistic
weight gain for pregnancy. In addition, setting guidelines
as to which healthcare provider (physician vs. nutritionist)
should be sharing weight gain recommendations is
important. Because family plays a key role in changing
health behaviors among Hispanic women, [29, 48, 49]
particularly among less acculturated Hispanic women,
education of family members on weight gain recommen-
dations and guidelines on how to get involved would also
be crucial to the success of such programs. Prior studies
which have evaluated the role of social support in Hispanic
communities have found that family plays a key role in
changing health behaviors [29, 48, 49].

Ensuring that healthcare professionals receive appro-
priate cultural competency training to develop awareness
of Hispanic cultural differences with respect to pregnancy
weight gain beliefs is also essential. Intervention studies
have shown that including nutrition counseling or an edu-
cational component may be beneficial to achieving
appropriate weight gain during pregnancy [50]. Our find-
ings support the need for improved communication around
weight gain recommendations and informed behavior
change strategies for meeting such recommendations dur-
ing prenatal care. Future work should be designed to con-
firm the findings from this pilot study, and use them to
design appropriate interventions for healthy pregnancy
weight gain.
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Appendix

See Table 3.

Table 3 Moderator guide questions utilized to guide focus group
discussions

Moderator guide questions
Awareness of weight gain guidelines (Moderator guide Q1-Q6)

1. Have you been given any advice about weight gain during
pregnancy? If so, from whom? What was the advice? How did they
tell you? Are you following this advice? Why or why not?

2. Have you heard of weight gain recommendations during
pregnancy?

3. Do you know how much weight you are supposed to gain during

pregnancy? How do you know? If you don’t know what do you
think about these?

4. Have you been told how much weight you are supposed to gain
during pregnancy?

5. Do you think those recommendations are good for you? Why or
why not?

6. If you have to follow these recommendations what are some of the
barriers to stay within these recommendations? Is staying within
weight gain recommendations a priority during your pregnancy?

Feelings and attitudes about pregnancy weight gain (Moderator guide
Q7-11)
7. How do you feel about gaining weight during pregnancy?

8. Do you have certain beliefs about gaining weight during
pregnancy?

9. What do you think is healthy during pregnancy with regards to
weight gain?

10. Do other people have a say or affect what you think about weight
gain during pregnancy?

11. Do you think there are certain Hispanic cultural beliefs about
gaining weight during pregnancy?

Beliefs regarding the main contributors to pregnancy weight gain
(Moderator guide Q12)

12. What makes you gain weight during pregnancy?
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